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Abstract
In response to the increased incidence of eating disorders, along with the increased prevalence of body image
concerns and unhealthy eating practices among younger and younger females, more attention has been given
to eating disorder prevention programming over the past two decades. However, the field of eating disorder
prevention is in its formative years and is in need of more empirical study. This study utilized a
biopsychosociocultural framework to critically review contemporary literature on the incidence of eating
disorders and the prevalence of the body image concerns and eating practices of middle school aged girls.
Additionally, a thorough review of the literature on school-based eating disorder prevention programming
revealed that prevention programming overlooks the role of school social workers in these prevention efforts.
The overall purpose of this study was to explore the awareness, knowledge, and attitudes of school social
workers towards the body image concerns and eating practices of middle-school aged girls. Additionally this
study sought to examine the effect of training in eating disorder prevention, experience working with middle-
school aged girls with body image concerns and/or unhealthy eating practices on the degree of awareness,
knowledge, and informed attitudes school social workers have towards this population. This is the first known
exploratory study of school social workers in relation to their possible role in the prevention of eating
disorders among middle-school aged girls. Non-probability sampling was utilized to obtain a sample size (N)
of 112. Participant recruitment occurred through the School Social Work Association of America (SSWAA).
Unfortunately, the ratio of participants who had training and experience in the prevention of eating disorders
with middle-school aged girls was low compared to the participants who did not have training and experience.
While the results of this study did not yield empirical evidence in support of the research hypotheses, it was a
worthwhile endeavor nonetheless. The data supports that even without additional training and/or experience,
school social workers are relatively well informed regarding the body image concerns and eating practices of
middle-school aged girls. This finding is quite encouraging in regards to eating disorder prevention efforts and
supports the notion that school social workers are inherently well prepared to intervene with this population.
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AWARENESS OF, DEGREE OF KNOWLEDGE ABOUT, AND ATTITUDES TOWARD 
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In response to the increased incidence of eating disorders, along with the increased prevalence of 
body image concerns and unhealthy eating practices among younger and younger females, more 
attention has been given to eating disorder prevention programming over the past two decades.  
However, the field of eating disorder prevention is in its formative years and is in need of more 
empirical study. This study utilized a biopsychosociocultural framework to critically review 
contemporary literature on the incidence of eating disorders and the prevalence of the body 
image concerns and eating practices of middle school aged girls.   Additionally, a thorough 
review of the literature on school-based eating disorder prevention programming revealed that 
prevention programming overlooks the role of school social workers in these prevention efforts.   
The overall purpose of this study was to explore the awareness, knowledge, and attitudes of 
school social workers towards the body image concerns and eating practices of middle-school 
aged girls.  Additionally this study sought to examine the effect of training in eating disorder 
prevention, experience working with middle-school aged girls with body image concerns and/or 
unhealthy eating practices on the degree of awareness, knowledge, and informed attitudes school 
social workers have towards this population.  This is the first known exploratory study of school 
social workers in relation to their possible role in the prevention of eating disorders among 
middle-school aged girls.  Non-probability sampling was utilized to obtain a sample size (N) of 
112.  Participant recruitment occurred through the School Social Work Association of America 
(SSWAA).  Unfortunately, the ratio of participants who had training and experience in the 
prevention of eating disorders with middle-school aged girls was low compared to the 
participants who did not have training and experience.  While the results of this study did not 
yield empirical evidence in support of the research hypotheses, it was a worthwhile endeavor 
nonetheless.  The data supports that even without additional training and/or experience, school 
social workers are relatively well informed regarding the body image concerns and eating 
practices of middle-school aged girls.  This finding is quite encouraging in regards to eating 
disorder prevention efforts and supports the notion that school social workers are inherently well 
prepared to intervene with this population.   
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Chapter 1: Introduction 
 
1.1 Statement of the Problem 
 There exists a broad spectrum of eating and weight-related problems which range from 
negative body image and disordered eating behaviors to diagnosed eating disorders, such as 
anorexia nervosa and bulimia nervosa. Eating disorders are a major public health concern for 
girls (Franko & Orosan-Weine, 1998). In fact, they rank as the third most common chronic 
illness among young adolescent females in the United States (Croll, Neumark-Sztainer, Story, & 
Ireland, 2002; Neumark-Sztainer, 1996).  Eating disorders also represent a significant source of 
psychological impairment among adolescents (Keel &Haedt, 2008). Schmidt et al. (2007) 
contend that four to seven percent of young adolescent females in Western countries meet the 
partial or subclinical to full diagnostic criteria for an eating disorder.  The disorders are 
associated with serious physical, psychological, social and vocational complications, imposing 
major burdens on families (Piran, Levine, & Steiner-Adair, 1999). Furthermore, Schmidt et al. 
(2007) suggested that without effective intervention, adolescents who exhibit subclinical eating 
disorders are at an increased risk of developing full disorders and eating disorders can persist 
into adulthood.  
Studies indicate there is an increased incidence of eating disorders along with the 
increased prevalence of body image and eating disturbances in younger and younger females 
(Franko & Osoran-Weine, 1998; O’Dea, 2000; Neumark-Sztainer, 1996; Russell & Ryder, 
2001). According to Levine and Smolak (2002), between 40 and 70 percent of adolescent 
females are dissatisfied with two or more aspects of their bodies; generally this includes hips, 
buttocks, stomach and thighs.  In their article on the prevention of body dissatisfaction and 
disordered eating, Neumark-Sztainer et al. (2006) reported that the spectrum of disordered eating 
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affects 10 to 15 percent of females between the ages of 9 to 19 years of age. In response to these 
increases, more attention has been paid to the prevention of eating disorders during the past 
fifteen years. However, the field of eating disorder prevention is still in its formative years and in 
need of more empirical study. 
Shisslak and Crago (1994) proposed that the increased emphasis on prevention efforts are 
due to the following: increase in rates of eating disorders during the past decade, the serious 
health consequences as eating disorders progress, low recovery rates and higher mortality rates 
than any other psychiatric disorder. Similarly, Piran, Levine, and Steiner-Adair (1999) argued 
that the field of prevention has gained momentum due to the increased incidence of eating 
disorder-like behaviors and the inability of treatment efforts to reduce the prevalence of eating 
disorders. 
In regard to eating disorder prevention, primary prevention is defined as the attempt to 
reduce the occurrence of new cases or the incidence of eating disorders.  Primary eating disorder 
prevention programs are universal and designed for very large groups that have been identified 
as at risk for body dissatisfaction and disordered eating because of a particular characteristic, 
such as gender or age. However, the individuals comprising these groups are not yet showing 
symptoms of eating disorders.  Neumark-Sztainer et al. (2006) reported that most school or 
community based eating disorder interventions with pre-adolescent through adolescent-aged 
females are examples of universal or primary prevention programming. The research of 
Neumark-Sztainer et al. further suggested that the goal of primary prevention programming is to 
decrease the risk factors that lead to eating disorders and increase the factors that protect against 
body dissatisfaction, unhealthy weight control behaviors and disordered eating symptoms.   The 
primary prevention programs discussed in the literature have used school-based approaches as a 
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practical and efficient method for reaching large numbers of females who are in vulnerable 
stages of physical, psychological and social development (Chally, 1998; Franko & Orosan-
Weine, 1998; Levine, Smolak, Moodey, Shuman, & Hessen, 1994; Neumark-Sztainer, 1996; 
O’Dea, 2000; O’Dea & Abraham, 2000; Paxton, 1999; Shisslack & Crago, 1994). 
Schools are integrally involved with service delivery to the most at-risk children 
(Franklin, 2005). Wiehe, Garrison, Christakis, Ebel, and Rivara (2005) argued that school-based 
prevention programs are appealing because they reach out to a captive audience, enabling both 
intervention exposure and outcomes to be measured effectively. Existing school-based 
prevention curriculums have focused on the following areas: moderating eating attitudes, 
intentions to diet, knowledge of healthy eating and eating disorders with a focus on healthy 
eating patterns, negative consequences of extreme weight-control strategies, normal female body 
composition, and awareness of media and social pressures to be thin.  The value of school-based 
prevention programs for substance abuse is well documented, in contrast with the limited 
research addressing the implementation and evaluation of school-based programs aimed at 
preventing eating disorders (Chally, 1998; Neumark-Sztainer, 1996). 
1.2 Significance of the Study 
For the purposes of this study, early adolescence is defined as being between 11 to 14 
years of age. The terms early adolescence and middle-school aged will be used interchangeably 
throughout the remainder of this dissertation.  Several studies indicate that the biological markers 
of early adolescence coincide with the academic marker of middle school (Franko & Orosan-
Weine, 1998; Levine et al. 1994; Stice & Shaw, 2004). Early adolescence is a particularly 
vulnerable time for young females to develop body image issues and disordered eating practices 
due to the confluence of normative developmental issues. The weight and fat gains associated 
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with advanced pubertal status, the onset of dating and the intensification of academic demands 
interact with a one’s idealistic visual of a slender body, which determines the onset of dieting 
and eating disturbances in middle-school aged girls (Levine et al. 1994). 
Despite the recent emphasis on curriculum development for eating disorder prevention, 
there is a lack of supporting evidence in regard to which school personnel are best suited to have 
a preventive role. In their meta-analytic review of eating disorder prevention programs’ 
intervention effectiveness, Stice and Shaw (2004) examined the following variables: risk status 
of participants, participant age and sex, number of sessions, program format and content as well 
as use of validated measures. It is noteworthy that none of the 51studies that Stice and Shaw 
(2004) reviewed addressed the professional discipline or training of the personnel who were 
implementing the interventions.  Fingeret’s (2004) meta-analysis of eating disorder prevention 
research explored the following four primary factors influencing intervention efficacy: length of 
intervention, type of intervention strategy, population targeted and outcome variables.  
Consistent with the research of Stice and Shaw (2004), Fingeret (2004) did not include 
professional discipline and training as a factor in evaluating eating disorder intervention 
effectiveness.   
Prevention literature does not adequately capture the perspectives of school professionals, 
particularly school social workers, who are charged with attending to the psychological well-
being of the students. Due to the fact that 70 percent of the students in need of mental health 
services at school fall under the care of an onsite school social worker (Franklin, 2005), these 
school-based professionals should be considered well positioned to have a role in eating disorder 
prevention programming because of their likelihood to interact with middle school girls who are 
vulnerable to issues around body image and eating practices. School social workers are 
4
positioned to be on the frontlines of eating disorder prevention programming for middle-school 
aged girls, and, therefore, their perspectives should be represented in current research.  
This study utilized a biopsychosociocultural framework to critically review contemporary 
literature on the incidence of eating disorders and the prevalence of body image concerns and 
eating practices among middle-school aged girls. Additionally, a thorough review of the 
literature on school-based eating disorder prevention programming follows, including an 
exploration of the positive contributions and future influences school social workers can make to 
school-based prevention efforts. 
In an effort to fill a research gap in the area of school-based eating disorder prevention 
programming, I explored the following research questions: (1) What awareness do school social 
workers have regarding the body image concerns of middle-school aged girls? (2) What 
awareness do school social workers have regarding the eating practices of middle-school aged 
girls? (3) What degree of knowledge do school social workers have about the body image 
concerns of middle-school aged girls? (4) What degree of knowledge do school social workers 
have about the eating practices of middle-school aged girls? (5) What are school social workers’ 
attitudes toward the body image concerns of middle-school aged girls? and (6) What are school 
social workers’ attitudes toward the eating practices of middle-school aged girls?   Additionally, 
the research hypotheses for this study were as follows: 1) School social workers who have had 
prior eating disorder prevention training will have a greater degree of awareness of the body 
image concerns and atypical eating practices of middle-school aged girls than the school social 
workers who have not have prior eating disorder prevention training; 2) School social workers 
who have experience working with middle-school aged girls who have body image concerns and 
/or unhealthy eating practices will have a greater degree of awareness than the school social 
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workers who have not have experience working with this population; 3) School social workers 
who have had training on eating disorder prevention will have a greater degree of knowledge 
regarding the body image concerns and/or unhealthy eating practices of middle-school aged girls 
than those school social workers who have not had training; 4) School social workers who have 
experience working with middle-school aged girls who have body image concerns and/or 
unhealthy eating practices will have more knowledge than those school social workers who do 
not have experience with this population; 5) School social workers who have had eating disorder 
prevention training will have a more informed attitude toward the issues of body image and/or 
unhealthy eating practices than those school social workers who have not had training; 6) School 
social workers who have experience working with middle-school aged girls who have body 
image concerns and/or unhealthy eating practices will have a more informed attitude toward 
these issues than those school social workers who have not had prior experience with this 
population.  Findings from the study are intended to contribute to school social work training, 
practice and future program development. 
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Chapter 2: Literature Review 
2.1 Epidemiology of Eating Disorders 
 Eating disorders are chronic conditions that affect more than 8 million people in the 
United States alone (Chally, 1998). Eighty-six percent of those diagnosed with an eating disorder 
develop the condition before the age of 21 (Russell & Ryder, 2001). Eating disorders are multi-
faceted, e.g., sociocultural, developmental, cognitive, behavioral, genetic, psychological and 
familial. All of these factors contribute to the etiology of eating disorders (Neumark-Sztainer, 
1996). The etiology of eating disorders is complex, varied and, to an extent, inconclusive, yet 
there is agreement that the incidence of eating disorders is rising among adolescent  and middle-
school aged girls (Franko & Orosan-Weine, 1998; Keel & Haedt, 2008; Neumark-Sztainer, 
1996; Neumark-Sztainer et al. 2006).   
Research supports estimates of anorexia nervosa ranging from 0.2 to one percent and one 
to three percent for bulimia nervosa among adolescent females (Franko & Orosan-Weine, 1998; 
Keel &Haedt, 2008; Neumark-Sztainer, 1996). Smolak, Levine, and Striegel-Moore (1996) 
report that 0.5% of adult women meet the diagnostic criteria for anorexia nervosa and one to two 
percent of adult women meet the bulimia nervosa criteria, estimating higher rates among 
adolescent females. 
 The consequences of eating disorders are well documented in the literature (Fingeret, 
2004; Franko & Orosan-Weine, 1998; Neumark-Sztainer, Eisenberg, Fulkerson, Story, &Larson, 
2008; Neumark-Sztainer, 1996; and Stice & Shaw, 2004).  Consequences from eating disorders 
can be severe with mortality rates among cases as high as 10 percent due to starvation, cardiac 
arrest and suicide (Neumark-Sztainer, 1996). Anorexia nervosa has been reported to have the 
highest mortality rate of any psychiatric disorder with rates that range from five to 18 percent 
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being recorded (Fingeret, 2004). Stice and Shaw (2004) contend that eating pathology, including 
threshold and sub threshold anorexia nervosa and bulimia nervosa, is one of the most prevalent 
psychiatric problems for adolescent females and women and is marked by chronicity and relapse.  
Additionally, in their meta-analytic review of eating disorder programs, Stice and Shaw (2004) 
found that eating disorders increase females’ risk for the future onset of obesity, depressive and 
anxiety disorders, suicide attempts, substance abuse and other disorder-related health problems.   
 In addition to the concerns surrounding the consequences of eating disorders, there are 
concerns regarding the degree to which eating disorders are obscured by secrecy, shame, guilt 
and denial, with many females attempting to conceal their symptoms and refuse treatment 
(Fingeret, 2004). Eating pathology, which includes binge eating and purging, can be difficult to 
identify because of the extreme secrecy and shame surrounding the behaviors (Hay & 
Bacaltchuck, 2007). Feelings of shame and denial often prevent females from seeking 
appropriate treatment.  Less than a third of individuals with eating disorders participate in 
treatment (Fairburn, Welch, Doll, Davies, & O’Conner, 1997).  
Stice and Shaw (2004) indicated that those individuals who do receive proper treatment 
for their eating disorders produce symptom remission for only 40 to 60 percent of patients. 
Neumark-Sztainer (1996) reported that treatment for anorexia nervosa is long and expensive, 
with only 40 percent of those entering treatment actually making a complete recovery. 
Approximately one-third continue with more minor eating disturbances and 20 percent do not 
recover (Neumark-Sztainer, 1996). Thus, the prognosis for an individual has a diagnosable 
eating disorder is discouraging and, to an extent, disturbing. 
Russell and Ryder (2001) defined body image as the mental picture one has of her 
physical appearance along with the attitudes and feelings towards it. An unhealthy body image 
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occurs when one’s mental picture is not related to his or her physical reality (Russell & Ryder, 
2001). Nuemark-Sztainer (1996) estimated that more than 50 percent of adolescent females 
consider themselves’ overweight and have attempted to diet.  Consistent with the findings of 
Nuemark-Sztainer (1996), Phelps, Dempsey, Sapia, and Nelson (1999) found that in their review 
of large epidemiological studies, a majority of adolescent females report dissatisfaction with 
their bodies, yet few are actually overweight. The research of Shisslak et al. (1998) estimated 
that approximately two-thirds of adolescent girls in the United States report they feel too fat and 
have engaged in dieting to lose weight.  
In a National Eating Disorder Information Center (1999) survey, results indicated that 
girls were more afraid of becoming fat than they were of cancer, nuclear war or losing their 
parents. Body image concerns include dissatisfaction with one’s physical appearance, including 
weight, size and shape. These concerns reflect the belief that specific parts of one’s body are not 
acceptable because they are “too large” or “too fat”. Thus, body image concerns are intimately 
tied to subjective perceptions of weight, size and shape, making this subjective view more 
predictive of dieting behaviors, including eating disturbances, than actual weight (Phelps et al. 
1999).  Therefore, concerns about and dissatisfaction with body image can lead to eating 
disturbances, such as excessive dieting, restrictive eating and purging (Shisslak et al. 1998). 
A reviewed study on the dieting and weight concerns of early adolescent-aged girls found 
that one-third of the sample reported they worried about being fat “very often”, while 65 percent 
of another sample reported they worried they were “too fat” (Levine & Schermer, 1998).  Levine 
and Schermer (1998) further suggested that adolescent female concerns about weight may be 
motivated, in part, by dislike of and even disgust for body fat. 
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In her review of the effectiveness of school-based eating disorder prevention programs, 
Stewart (1998) employed the term negative cognition in reference to concerns about weight and 
shape, i.e., body image. An established pattern of negative cognitions can contribute to the onset 
of dieting, which indicates girls who have negative cognitions about their bodies and begin to 
diet are more likely to develop eating disorders two years later. Stewart’s findings are consistent 
with the research of Neumark-Sztainer (1996), which suggested dieting for weight loss is 
associated strongly with the later development of eating disorders.   
Consistent with the findings of Stewart (1998), in her article about counseling adolescent 
females for body image resilience, Choate (2007) identified body image dissatisfaction as a 
primary precursor for the development of eating disturbances in girls. In addition to Choate 
(2007), Neumark-Sztainer (1996) identified body dissatisfaction as a strong predictor of both 
mild and severe eating disturbances.  
Tolman and Debold (1994) contended that the pervasiveness of body dissatisfaction and 
negative body image among early adolescents may be understood as a girl’s attempt to live 
within the confines of an ideal image that looms large in Western culture, rather than acceptance 
of the vulnerability and vitality of their female bodies. Kilbourne (1994) argued that girls are 
especially vulnerable to developing body dissatisfaction during puberty given the cultural 
pressure they experience to be “thin” while their bodies’ normal physiological process during 
this time results in increased body fat. Additionally, Levine et al. (1994) suggested that early 
adolescence is a model age of onset for body dissatisfaction, dieting and eating problems due to 
the cumulative stressors of that time of biopsychosocial development for girls.       
According to Russell and Ryder (2001), eating disorders occur within a continuum of 
behaviors that include frequent dieting, restrictive eating, compulsive exercise and diuretic use. 
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Shisslak and Crago (1994) put forth the notion that the foundation for the development of an 
eating disorder is established before eating disordered behaviors actually begin. The prevalence 
rates of eating disturbances or eating disorder-like behaviors such as food restriction, 
hyperexercising, laxative use and self-induced vomiting are much higher than the incident rates 
for diagnosable eating disorders, with one study reporting that 13 percent of middle-school aged 
girls have engaged in eating disorder practices (Nuemark-Sztainer, 1996).  Franko and Orosan-
Weine (1998) reported that 13 percent of girls in their study, although not diagnosed with full-
syndrome eating disorders, engaged in clear anorexic and bulimic behaviors. Mayer, Muris, 
Meesters, and Zimmerman-Van Bueningen (2009) reported prevalence rates of one to three 
percent for bulimia nervosa in female adolescents with increasing incidence of eating 
disturbances that do not meet the full diagnostic criteria for bulimia in middle-school aged girls 
with decreasing variances across culture and ethnic groups. 
In their research on the development of a tool called Building the Relationship Between 
Body Image and Disordered Eating Graph and Explanation (BRIDGE), Russell and Ryder 
(2001) found that dieting, fear of fatness and binge eating are occurring in girls as young as nine 
years of age. More specifically, survey results indicate 30 to 40 percent of 9-year-old girls and 80 
percent of 10 and 11-year-old girls have dieted (Russell & Ryder, 2001).  Dieting is associated 
with mental and physical symptoms that include fatigue, anxiety, depression, amenorrhea, 
mental sluggishness, impaired school performance and impaired growth (Neumark-Sztainer, 
1996). Neumark-Sztainer (1996) further elaborated that dieting may also be associated with 
eating behaviors, such as meal skipping, binge eating and lower intake of calcium and iron, 
nutrients of particular importance to early adolescent aged girls.   
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Neumark-Sztainer et al. (2006) suggested that while research indicates 10 to 15 percent 
of females between the ages of nine and 19 years old are affected by the spectrum of eating 
disturbances, the number is actually much higher if the percentage included the number of girls 
who also engaged in unhealthy, but not necessarily extreme, weight control behaviors, such as 
meal skipping, fasting and smoking. Further, Shisslak and Crago (1994) contended that weight 
control practices begin as young as seven years of age for girls in the United States.   
Salbach-Andrea, Bohnekamp, Pfeiffer, Lehmkuhl, and Miller’s (2008) research proposed 
that the majority of adolescents who suffer from clinically significant symptoms of an eating 
disorder, i.e., restrictive eating patterns, binge eating and purgative behaviors as well as use of 
diuretics, do not fall within the narrow diagnostic categories of the DSM-IV-TR.  Childress, 
Brewerton, Hodges, and Jarell developed a self-report instrument entitled Kids’ Eating Disorders 
Survey (KEDS), which was administered to 3,175 students enrolled in fifth to eighth grade 
(Chally, 1998). In addition to concerns about weight, many adolescent girls reported that they 
engaged in dieting, used diet pills, exercised and fasted (Chally, 1998). Based on students’ 
responses on the KEDS, those identified as being at greater risk were selected for personal 
interview. After interviews with 175 students, 22 students met several of the diagnostic criteria 
for either anorexia or bulimia nervosa (Chally, 1998). Thus, more attention needs to be paid to 
the wide range of disordered eating behaviors and attitudes, rather than focusing interventions 
merely on the issues that meet the criteria for an eating disorder. 
Periera and Alvarenga (2007) contended that disordered eating includes the full spectrum 
of eating-related problems from simple dieting to clinically significant eating practices. Periera 
and Alvarenga (2007) further defined disordered eating as troublesome eating behaviors, such as 
purgative practices, bingeing, food restriction and other unhealthy methods for either losing or 
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controlling weight. In addition, disordered eating consists of a negative attitude towards food that 
is often inflexible, dissatisfying and socially unacceptable. Periera and Alvarenga (2007) state 
the following: 
Americans have a tendency to classify food and nutrients as ‘good’ or  ‘bad’ regardless 
of amounts consumed and have some incorrect concepts related to calorie content of food 
and its volume, weight, nutrient quality, and even its potential satiety factor (p. 144). 
These distorted attitudes can be detrimental to the prevention of disordered eating because 
attitudes precede and influence behaviors.   
Disordered eating occurs when a number of unhealthy and atypical behaviors related to 
eating and exercise coincide. Russell and Ryder (2001) expanded the concept of disordered 
eating behaviors or eating disturbances to include restrictive eating, overeating, bingeing and 
compulsive exercise.  Restrictive and overeating occur when food is not consumed in a healthy 
manner. Further, restrictive eating refers to restricting food and/or caloric intake with the 
intention of controlling body size (Russell &Ryder, 2001). Overeating occurs when natural cues 
of hunger and fullness are ignored and food consumption is used as a coping strategy (Russell 
&Ryder, 2001). Binge eating is often a physiological response to restrictive eating behaviors as it 
is often a natural consequence of depriving the body of food. Compulsive exercise occurs when 
the primary motivation for exercise is to control or manipulate body size. Russell and Ryder 
(2001) defined compulsive exercise as the need to burn off a certain number of calories, 
experiencing feelings of guilt when exercise session are missed and interference of workouts 
with daily function through time, preoccupation or both.   
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2.2 The Biopsychosociocultural Etiology of the Body Image Concerns and Eating Practices 
of Middle-School Aged Girls 
 In their chapter on adolescent transitions and the development of eating problems, 
Smolak and Levine (1996) suggest that puberty is a biopsychosocial event, not just a biological 
shift. Developmentally, puberty begins during adolescence and is a time of rapid body growth 
and hormonal changes, including genital maturity. For females, menarche begins during this 
stage of development. The early adolescence transition represents the change from being a child 
to being an adolescent. Because it includes puberty, the transition can cover a fairly wide age 
range. However, the typical age range of female puberty is between 11 to 14 years of age 
(Levine et al. 1994). The early adolescence transition for females encompasses puberty in 
addition to the academic marker of middle school and is notably a more difficult transition for 
females, as opposed to males (Smolak & Levine, 1996). The findings of Smolak & Levine 
(1996) suggest that adolescent girls experience greater drops in self-esteem, particularly body 
esteem, and interest in taking leadership roles declines.   
Consistent with the concept of puberty being a biopsychosociocultural event, female 
adolescents are undergoing psychological and social changes, in addition to physical changes, as 
they begin to struggle for self-acceptance (or self-awareness) and group acceptance as their 
reference group shifts from that of their parents to their peers. According to Choate (2007) and 
Paxton (1999), as females face the onset of puberty and its associated physical and psychological 
changes, they also confront the challenges of identity issues, dating relationships, school 
transitions and contradictory gender and social role expectations. Given the biological and 
psychosocial turbulence of puberty, girls are at risk for developing body image concerns as well 
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as engaging in eating disturbances, such as purging or restrictive eating, as a means to manage 
the normative stressors of adolescence.   
 Female puberty consists of considerable weight gain, which brings the discrepancy 
between their developing bodies and the societal thin ideal to the forefront. Puberty means that 
most girls no longer have the long-legged, slender, lean pre-pubescent body that American 
culture deems beautiful. At a time when a female’s physical appearance is most important to her, 
her body is changing in ways that are increasingly at odds with the beauty ideal espoused in 
Western cultures. Levine and Smolak (2002) contended that the average weight gain for girls 
during puberty is 50 pounds, with 20 to 30 pounds of fat being deposited in the hips, waist, 
thighs and buttocks. Findings relating puberty to eating problems indicate that as American girls 
go through puberty, they become more dissatisfied with their weight and, to a lesser extent, with 
their shape (Smolak & Levine, 1996). Pubertal changes in body shape and weight lead many 
girls to develop unhealthy eating attitudes, leaving many vulnerable to body image concerns and 
subsequent eating-related problems (Periera & Alvarenga, 2007; Shisslack et al.1998). 
 In her discussion of adolescent developmental tasks, Stewart (1998) implied that the 
changes in body shape and increase in body fat in puberty can be particularly challenging for 
females as their bodies develop in a way that is opposite to the sociocultural norms of beauty as 
portrayed in the media.  Stewart (1998) further suggested that during puberty, a girl’s body 
image often deteriorates and an over concern about physical appearance, including feelings of 
fatness, can become commonplace.  Stewart (1998) found that early adolescent or middle-school 
aged girls who felt most negatively about their bodies were more likely to demonstrate eating 
problems during puberty, increasing in severity over the subsequent two years of adolescence.   
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 Early adolescence marks the following psychological changes: an increased capacity for 
abstract thinking (Stewart, 1996), increased desire for autonomy (Sharp, 2000) and an interest in 
developing a sense of their own identity (Graber, Archibald, &Brooks-Gunn, 1999). In their 
research on the developmental psychopathology of eating disorders, Smolak and Levine (1996) 
suggested that the developmental transitions associated with puberty constitute a significant risk 
period for a female’s development of symptoms indicative of eating disorders. In addition to the 
biological and psychological transitions, there are changes in family and peer relationships, 
academic demands and social role expectations (Smolak & Levine, 1996). Further, they 
proposed that adaptation to the developmental changes commonly associated with these 
transitions can take the form of negative body image and disturbed eating (Smolak & Levine, 
1996).    
 The thinking processes of middle-school aged girls are becoming more logical, 
systematic and abstract. Their capacity for larger memory capability, quicker processing and 
mnemonic and meta-cognitive skills are rapidly developing (Bloom & Zembar, 2007).This age 
group is transitioning from concrete thought or pre-operational thought towards formal 
operational thought, according to Bloom & Zembar (2007). Piaget considered formal operational 
thinking as opening up the hypothetical world for adolescents, such that reality becomes 
secondary to possibility (Bloom & Zembar, 2007). As a result of the capacity to apply what is 
possible to themselves and others, early adolescent-aged girls may develop standards regarding 
appearance, behavior and personality characteristics that are unrealistic and difficult to meet.    
Additionally, the concept of an imaginary audience represents adolescents’ presumption 
that everyone is looking at and passing judgment on them although, realistically, that is not 
occurring (Bloom & Zembar, 2007). This concept helps to explain the extreme self-
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consciousness that adolescents experience regarding their appearance, behavior, personality 
characteristics and personal abilities. Therefore, middle-school aged or early-adolescent aged 
girls are highly susceptible to peer influences, tend to be less future oriented and place more 
emphasis on reward than risk than their older adolescent counterparts. With the acquisition of 
more sophisticated cognitive reasoning skills, adolescents are more capable of independent 
decision making but may not use good judgment in weighing the consequences of their behavior 
(Graber et al. 1999). The aforementioned changes in the cognitive and psychological 
development during puberty influence decision making and risk-taking behaviors, thereby 
creating a psychosociocultural vulnerability in this age group that contributes to their tendency 
towards body preoccupation and eating behaviors as means to manage pubertal transitions. 
 An adolescent girl’s ability to face multiple new sociocultural challenges is likely to be 
dependent upon the nature of the parent-child relationship during early adolescence (Graber et al. 
1999). Familial relations that include strides towards increased autonomy are a component of a 
middle-school aged girl’s sociocultural environment. Sharp (2000) contended that early 
adolescent-aged girls begin to work out a more mature autonomy from their family and 
caregivers. Research indicates that beginning in early adolescence there is a decrease in the 
amount of time spent with parents, along with a change in the level of emotional closeness to 
parents, as the amount of conflict between adolescents and parents increases as part of the 
normative changes during early adolescent transition (Graber et al. 1999; Shisslak et al. 1998). 
Compared to boys, it has been noted that adolescent girls report more interpersonal 
stresses related to their relationship with their parents (Stewart, 1998). This increase in conflict is 
seen especially in the mother-daughter relationships, which may have negative effects on 
females because of their greater needs for emotional involvement with parents. Although the 
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transition to and through adolescence is accompanied by an increase in autonomy for the 
adolescent, the maintenance of warmth in the parent-adolescent relationship may serve to buffer 
the adolescent against the development of psychological and behavioral difficulties including 
unhealthy eating symptoms (Graber, et al. 1999).    
 During early adolescence there is an increase in involvement with peers and, for girls in 
particular, an increased emphasis on intimacy, shared thoughts and shared feelings as the basis 
for friendship. The influence of peers inevitably increases during early adolescence because there 
is more freedom in how one spends personal time outside of school with friends and the level of 
closeness to them, (Graber et al. 1999). 
Paxton (1999) agreed that peer influences and friendships typically assume greater 
significance in the world of pubertal aged girls. Girls change from being largely self-centered in 
pre-adolescence to emphasizing conformity based on shared norms and expectations during early 
adolescence (Shisslak et al. 1996). This conformity may take the form of compliance with social 
demands and gender-role expectations in order to win the approval and esteem of their peers, 
which is an important element to females at this time in their development.  A girl’s strong 
investment in social relationships contributes to her vulnerability towards body image concerns 
and eating disturbances as she makes the transition into middle school. For many, this time 
coincides with puberty, during which relationships change dramatically (Smolak & Levine, 
1996).   
 Peers can be influential, particularly as children reach adolescence. The perception of 
what one’s friends are doing, what they value and feeling accepted by friends exercises a 
pervasive role in early adolescence (Shisslak et al. 1998). In a study reviewed by Paxton (1999) 
of nine to 11-year-old females, findings support the belief that peer likeability would be 
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improved by being thin and was the strongest predictor of body and eating concerns. Another 
study suggested that thinness was an important factor for membership in the popular groups 
(Paxton, 1999). The extent to which deficient social relationships play a part in the onset of 
eating disturbances in early adolescence is not well understood or well documented, but there is 
evidence in support of the association between frequent dieting and lower perceived 
connectedness to peers (Paxton, 1999). 
 Peer behaviors, along with the advent of dating behaviors, may be particularly influential 
on a girl’s eating behaviors during early adolescence (Graber et al. 1999). Graber et al. (1999) 
also suggested that social contact with boys, in particular, is a factor in the increase in dieting 
behaviors and weight consciousness in young adolescent girls. Also, girls reported more social 
anxiety than boys and experience dating as more stressful than boys (Stewart, 1998). 
Additionally, girls are more likely to attribute failure in relationships to a personal inadequacy 
(Stewart, 1998). Perceptions of physical attractiveness play a powerful role in girls’ confidence 
in interpersonal relationships, particularly dating relationships (Stewart, 1998). In their study on 
the normative developmental challenges and eating disturbances in middle-school aged girls, 
Levine et al. (1994) findings indicated that girls who began dating in the past year engaged in 
more weight management than those who had not yet begun dating. Another study suggested a 
relationship between interest in dating and dieting behavior in early adolescence (Shisslak et al. 
1996). A quarter of one female adolescent sample believed that being thinner would increase 
their number of dates and that body shape is an important component of attractiveness of females 
to males (Paxton, 1999). Thus, the normative anxieties associated dating and emerging sexuality 
contribute to the increased emphasis on physical appearance, including body image, as well 
weight management behaviors in middle-school age girls.  
19
 In addition to navigating the challenges of puberty, early adolescents also face new 
school environments. The transition from elementary school to middle school is difficult for 
many early adolescent-aged girls due to the intensification of academic demands. This transition 
can transform vibrant young girls into inhibited, self-critical adolescents who minimize their 
talents and achievements (Franko & Orosan-Weine, 1998). Middle-school aged girls become 
increasingly concerned with achievement. According to Stewart’s (1998) research, many early 
adolescent-aged girls feel pressure to be high achiever as well as beautiful.  Graber et al. (1999) 
contend that middle school environments seem to be at odds with the developmental needs of 
adolescents, in so far as the organizational and educational structure restrict independence and 
decision making at exactly the time when children have developed the cognitive reasoning skills 
to make more independent decisions. In an effort to manage these tensions, females turn their 
attention to their bodies and eating behaviors.   
 Mass media, such as fashion magazines and television programs, have long been 
considered one of the primarily influential sociocultural factors to set the stage for the emergence 
of negative body image, calorie restriction and eating disturbances that result in significant health 
problems for many girls across the United States (Levine, Piran, & Stoddard, 1999; Stewart, 
1998). Many adolescent girls enjoy, use and consume mass media.  For example, nearly 
2,000,000 early adolescent-aged girls subscribe to SeventeenMagazine (Levine, et al., 1999). 
Content analyses have shown that 45 to 52 percent of articles in teen fashion magazines, such as 
Sassy and SeventeenMagazine, focus on appearance. Only one-third or less of the articles are 
devoted to identity and self-development issues (Levine & Smolak, 1996).  A study of middle-
school aged girls found that approximately 42 percent of the sample follow fashion magazines 
frequently and also reported that this medium was at least a moderately important source of 
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information about beauty and fitness (Levine & Smolak, 1996).  Additionally, 13 percent of 
those girls sampled reported a high degree of interest in emulating the models shown in the 
magazines (Levine & Smolak, 1996), which feeds the media thin frenzy.   
Virtually every American household has at least one television. Over the course of a 
typical year, children and adolescents spend more time watching television than any other 
activity except sleeping. By the age of twelve, girls are watching approximately four hours of 
television per day (Levine & Smolak, 1996).  The vast majority of female television characters 
are significantly thinner than the average American woman, a visual that continues to feed a 
vicious cycle of poor adolescent self-esteem. Levine and Smolak (1996) found that the influence 
of television shows on females regarding body image and eating behaviors had the most impact 
on middle-school girls. Magazines and television programs have frequently, persistently and 
increasingly glorified a tall, willowy and youthful appearance, emphasizing strict weight 
management and vilifying fat as unhealthy, ugly and even immoral (Killbourne, 1994). There is 
evidence that, relative to adolescent boys, adolescent girls are more concerned about 
attractiveness in regard to interpersonal success and self-concept and are more susceptible to 
persuasion by advertisements and other media relevant to appearances (Levine et al. 1999). 
Consequently, many girls become immersed in a thin ideal or a thinness schema.  As previously 
referenced, the biopsychosociocultural factors of puberty contribute to a girl’s development of 
body image concerns and unhealthy eating practices as a means of managing the challenges of 
puberty. 
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 2.3 Review of Eating Disorder Prevention Programming 
 Interest in eating disorder prevention stems, in part, from the ineffectiveness of treatment 
efforts to reduce the prevalence of eating disorders (Piran, Levine, & Steiner-Adair, 1999).  
Eating Disorders: The Journal of Treatment and Prevention was created in 1993 in response to 
the increased empirical interest in the prevention of these disturbances, as well as to report new 
developments in the treatment arena. Since the emergence of this journal, there has been a 
concomitant increase in the number of prevention studies found in various scholarly journals, as 
well as a substantial rise in the number of doctoral dissertations being devoted to the developing 
and testing preventative interventions in this area (Fingeret, 2004). More than fifty eating 
disorder prevention programs were evaluated and had their results published in scientific 
literature between the years 1994 and 2005 (Neumark–Sztainer et al. 2006). Prior to 1994, the 
literature indicates that only six evaluated prevention programs had been published (Neumark-
Sztainer et al. 2006). 
 It is important that future eating disorder prevention programs and subsequent 
evaluations of such programs build upon the results of the meta-analytic review done by Stice 
and Shaw (2004) in regard to addressing the conceptual, methodological and statistical 
limitations of existing programs.  Stice and Shaw (2004) suggested that future research in this 
arena devote attention to the development of general prevention intervention techniques that are 
independent of specific content, such as strategic self-presentation, motivational interviewing 
and other persuasion techniques from social and clinical psychology. In addition, Stice and Shaw 
(2004) emphasized the importance of conducting trials to determine the effectiveness of 
interventions that control both the training and credentials of those delivering the interventions, 
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e.g., school social workers and school counselors, and ecologically valid settings, e.g., schools. 
Similar to the research efforts of Stice and Shaw (2004), Fingeret (2004) also conducted a meta-
analysis of the effectiveness of eating disorder prevention programs.  Fingeret (2004) conducted 
a meta-analysis of data across forty-six studies. The findings were consistent with those of Stice 
and Shaw (2004); however, there was a lack of emphasis on evaluating the impact of the training 
and credentials of those implementing prevention programming. 
Upon reviewing eating disorder prevention literature that was published during the past 
two decades, Neumark-Sztainer et al. (2006) attempted to answer the question of “What’s next?” 
in the field of eating disorder prevention programming. Their article offered several suggestions 
regarding the future of the prevention of body dissatisfaction and disordered eating.  Neumark-
Sztainer et al. (2006) explore the following seven areas in regard to the future of prevention 
programming: (1) environmental approaches, (2) global health versus eating disorder specific 
interventions, (3) participatory approaches, (4) the integration of obesity and eating disorder 
prevention programs, (5) inclusion of male specific interventions, (6) programming evaluation, 
and (7) and strategic planning of program development.  
Similarly, in their article on the prevention of eating disorders, Franko and Orosan-Weine 
(1998) discussed empirical, methodological and conceptual considerations for the future 
direction of prevention programming. They suggested the following in regard to successful 
prevention programming: precise evaluation of prevention programs, explicit definitions of the 
type of prevention being implemented, identification of the target population for the intervention, 
specific programmatic goals and identification of empirical and theoretical rationales for the 
specified study design. It is noteworthy that neither of these articles placed emphasis on the 
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training of the professionals who are implementing the interventions associated with the intended 
prevention programs.   
2.4 Overview of School-Based Eating Disorder Prevention Programs 
Schools in the 21st century face internal forces, such as changing demographics, and 
external forces that include taxpayer demands for greater fiscal accountability in education and 
legislative mandates for the inclusion of vulnerable groups of pupils and families in regular 
education services. To promote positive developmental and learning outcomes in addition to the 
creation of functional health support systems for students and their families, 21st
Schools are integrally involved with service delivery to the most at-risk students 
(Franklin, 2005). Wiehe, Garrison, Christakis, Ebel, and Rivara (2005) indicated that school-
based prevention programs are appealing because they reach out to a captive audience, enabling 
both intervention exposure and outcomes to be measured effectively.  Piran (2004) contended 
that schools provide the most efficient way of accessing children for the purpose of health 
promotion, and children spend an average of 40 hours per week in schools. Schools also 
comprise the first experience for individuals of attending large scale, organized institutions, 
institutions that inevitably transmit widely sanctioned societal values.  Schools also are 
 century school 
social work practitioners require knowledge about a spectrum of multilevel interventions 
(Freeman, Franklin, Fong, Shaffer & Timberlake, 1998). School social work practitioners are 
challenged to expand their professional knowledge of interventions in an effort to create 
effective and efficient processes to link support systems and integrate social work services on 
behalf of children and families (Freeman et al. 1998). One such example that requires multilevel 
and multisystem interventions from social workers includes the delivery of eating disorder 
prevention programs.   
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responsible for fostering student acquisition of cognitive, social and coping skills that are 
relevant to prevention efforts (Piran, 2004).   
 The value of education programs for substance abuse has been well documented. 
Numerous public schools have extensive programs seeking to prevent drug and alcohol abuse 
(Neumark-Sztainer, 2006 & Chally, 1998). Yet despite the seriousness and chronicity of the 
health consequences of eating disorders and the high cost of treatment, schools have not 
uniformly adopted available educational programs to prevent eating disorders. Unlike eating 
disorder prevention efforts, preventing substance abuse among children and adolescents has 
received significant funding over the past several decades. Chally (1998) recommended that 
those working to preventing eating disorders learn from the outcomes of other prevention 
research with children and adolescents.   
According to O’Dea (2000), several worldwide authors have called for the introduction 
of strategies specifically aimed at the primary prevention of eating disorders. According to 
Paxton (1999) and Shisslack and Crago (1994), a significant number of primary or universal 
prevention programs that are in the literature have used school-based approaches as practical and 
efficient methods for reaching individuals. Conversely, there has been limited research to date in 
addressing the implementation and evaluation of school-based programs that are aimed at the 
prevention of eating disturbances (Neumark-Sztainer, 1996).  
As reported in the literature, previous large school-based eating disorder intervention 
programs typically have employed information-based strategies in a traditional classroom 
setting. The programs have focused on providing female students with information about eating 
disorders, such as the facts about the potential dangers of dieting, nutrition information and 
analysis of the social construction of body image ideals and cultural stereotypes of the perfect 
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body (O’Dea, 2000).  School-based prevention programs also need to address the various 
contributing factors, including the sociocultural context in which eating problems develop, the 
family context, the self-deficits, body image concerns and the prevention of weight control 
behaviors and subsequent eating problems (O’Dea, 2000). However, school-based interventions 
may be most efficacious with middle school aged girls due to the fact that programs are more 
effective in the prevention of health-compromising behaviors than their modification (Neumark-
Sztainer, 1996). 
Neumark-Sztainer (1996) further recommended that school-based prevention of eating 
disturbances include the following: staff training; a module for preventing eating disturbances 
and obesity for middle and junior high students; formal and informal integration of material into 
existing curricula for all students; individual counseling and small group work for high-risk 
adolescents; a referral system within the school and community health services; opportunities for 
healthy eating at school;  modifications in physical education and sport activities to encourage 
opportunities for physical activity for all students; and policies preventing extreme weight 
fluctuations and outreach activities in the school and the community by students as part of the 
curriculum.   
For the purposes of this study, it is important to highlight that, of the existing studies 
focusing on school-based prevention programs for eating disorders, the review by Neumark-
Sztainer (1996) is one of three found to emphasize the training of school-based staff as being 
integral to the effectiveness of prevention programming in school settings. The school staff 
referenced in Neumark-Sztainer’s study include teachers, counselors, nurses, coaches and food 
service providers. Neumark-Sztainer (1996) specified the importance of assessing staff 
knowledge, attitudes and behavior related to eating disturbances, as well as determining their 
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intentions to implement interventions and evaluating their actual implementation of activities 
with students. School social workers are omitted from the list of school staff identified by 
Neumark-Sztainer (1996). 
O’Dea (2000) and Piran (2004) both advocated for the training of teachers, nutritionists, 
health educators and other qualified school professionals regarding information about weight 
issues in children and adolescents. These professionals also should incorporate activities that 
foster healthy and realistic attitudes about body weight, shape, growth, food and nutrition.  
Additionally, specialized training or retraining may be required for school professionals in order 
to effectively implement prevention programming with an adolescent population. This includes 
training that allows for more constructive interactions between school professionals and students 
in areas such as body image, role modeling and bullying that is integrated into the prevention 
curriculum (O’Dea, 2000; Piran, 2004).  
Despite the work of Neumark-Sztainer (1996), O’Dea (2000) and Piran (2004), the eating 
disorder prevention literature does not adequately capture the perspectives of school 
professionals who are charged with attending to the psychological well-being of early 
adolescents. School social workers in particular are in the ‘trenches’ of prevention programming 
for youth, yet their perspectives are not adequately represented in current research.   
2.5 The Role of School Social Workers in Eating Disorder Prevention   
 The profession of school social work began at the turn of the 20th century, fueled by mass 
immigration, increasing poverty and the growing notion that every child has the right to an 
education. Social workers were known as visiting teachers. They had dual responsibility; 
ensuring that children attended school and helping teachers understand the new immigrants. 
During the 1940’s and 1950’s, the term visiting teacher was replaced with the term school social 
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worker, and the profession adopted a more clinical orientation (Agresta, 2004). School social 
workers have increased their presence and have established a professional identity consistent 
with professional social workers in other settings. School social work has evolved into a 
profession that offers specialized knowledge and skills for helping people in the context of 
schools (Franklin, 2005). 
School social workers are supported by the School Social Work Association of America 
(SSWAA), as well as the National Association of Social Workers (NASW). Through these 
organizations, there is a dissemination of information about research, practice and policy issues 
that are relevant to school-based social work practitioners. It is noteworthy to mention, despite 
the support of organizations such as SSWAA and NASW, school social work credentialing and 
licensing requirements are not consistent from state to state.  In her article on the future of school 
social work practice, Franklin (2005) contended that the practice of social work in schools 
consists of the following: social workers who are employees of the school district and serve as 
members of the pupil services team; social workers who are school-based service providers 
employed by community-based organizations; and social workers who are contracted with the 
school district to provide school-based mental health services.  
Franklin (2005) also cited that more than 70 percent of students receiving mental health 
care obtain services at school and/or fall under the care of school social workers. In her study on 
professional role perceptions of school social workers, counselors, and psychologists, Agresta 
(2004) reported that the average school social worker spends the bulk of his or her time 
performing the following three roles: individual counseling, group counseling and 
administrative/teacher consultation.   
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 Eating disorders are an important concern for school social workers because these 
disorders often begin in early adolescence, a vulnerable developmental period for girls.  Social 
workers’ education and training in the biopsychosociocultural framework makes them well 
suited to intervene with middle-school aged girls who are experiencing body image concerns and 
unhealthy eating practices.  
As a result of the diverse functions and roles of school social workers, they are in a 
unique position to be able to identity and intervene with middle-school girls who are having 
body image concerns and/or unhealthy eating practices. Franklin (2005) contended that schools 
are integrally involved with service delivery to the most at-risk students and, as a result, school 
social workers must increase their knowledge and training for effective practice with diverse 
student populations. School-based social work will likely continue to be an important practice 
arena due to the prominent roles that schools currently play in the delivery of services to students 
(Franklin, 2005). A number of school-based interventions aimed at the prevention of eating 
disorders are described in the literature. The tasks of school social workers in relation to eating 
disorders may include offering effective prevention programs (Early, 2006).    
Research on the incidence and prevalence of eating disturbances, consequences of these 
conditions and the difficulties encountered in treatment strongly indicate why prevention 
programming is necessary for middle-school aged girls. Research on the etiology of the 
conditions, while far from conclusive, provides a basis for determining what factors should be 
addressed in prevention programs. Research on evaluated school-based prevention programs 
support the notion that universal or primary prevention programs for middle-school aged girls 
can be effective in changing gender role expectations, increasing media literacy, facilitating 
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acceptance of a wider range of body weights and shapes and improving understanding of healthy 
eating and exercise behaviors.  
The question of who is best suited to carry out prevention efforts in schools is yet to be 
answered by existing research. School social workers can become leaders in developing and 
delivering successful school-linked services and programming.  The intention of this study was 
to survey school social workers in an effort to assess their preparedness in intervening to prevent 
the development of eating disorders. 
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Chapter 3: Hypotheses 
  
There are six dependent variables in the study. They are as follows: (1) School social 
workers’ awareness of body image concerns among middle-school aged girls; (2) school social 
workers’ awareness of unhealthy eating practices among middle-school aged girls; (3) school 
social workers’ degree of knowledge about body image concerns among middle school-aged 
girls; (4) school social workers’ degree of knowledge about unhealthy eating practices among 
middle-school aged girls; (5) school social workers’ attitudes towards the body image concerns 
of middle-school aged girls; and (6) school social workers’ attitudes toward the unhealthy eating 
practices of middle-school aged girls.  
The independent variables for this study are prior training on the prevention of eating 
disorders and prior experience intervening with middle-school aged girls who have body image 
concerns and/or atypical eating practices.  Additionally, there are six research hypotheses. They 
are as follows: 1) participants who report having training on the prevention of eating disorders 
will have a greater degree of awareness of body image issues and unhealthy eating practices than 
those participants who have not had any training; 2) participants who report experience working 
with students who have body image concerns and/or unhealthy eating practices will have a 
greater degree of awareness than those participants who have not worked with students who 
exhibit these issues; 3) participants who report having training on the prevention of eating 
disorders will have more knowledge of body image concerns and/or unhealthy eating practices 
than those participants who have not had training; 4) participants who report experience working 
with students who have body image concerns and/or unhealthy eating practices will have more 
knowledge of these issues than those participants who do not have experience; 5) participants 
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who have had training on eating disorder prevention will have a more informed attitude toward 
the issues of body image and/or unhealthy eating practices than those who have not had training; 
6) participants who have experience working with students with body image concerns and/or 
unhealthy eating practices will have a more informed attitude than those with no experience. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
32
Chapter 4: Method 
4.1 Design 
An exploratory study with a survey design was executed with the purpose of obtaining a 
baseline as to school social workers’ awareness of, degree of knowledge about and attitudes 
toward the body image concerns and eating practices of middle-school aged girls. According to 
Rubin and Babbie (2011), surveys of an exploratory nature are excellent vehicles for measuring 
attitudes in large populations.  A pen and paper, self-administered questionnaire was converted 
into an online survey for the purposes of this study. A survey can be administered and the data 
collected easily.  Implicit in a survey design is the limitation that the findings cannot be 
generalized. Hence, the findings of this study are not representative of all school social workers; 
but are valuable, nonetheless, as a baseline for school workers’ scope of understanding regarding 
body image and eating practices among middle-school aged girls. The findings can also assist in 
guiding the development of training curricula for school social workers regarding eating disorder 
prevention for middle-school aged girls.       
4.2 Recruitment 
Non-probability sampling was utilized to obtain a sample size (N) of 112. An N of 112 
was reasonably feasible to obtain and sizeable enough to yield statistically significant results. 
Rubin and Babbie (2011) suggest that availability or convenience sampling can provide tentative 
and insightful findings when care is taken to neither overgeneralize nor bias the results.   
Participant recruitment occurred through an article posted on the E-Bell, which is 
SSWAA’s bimonthly electronic newsletter. Participants were routed via a link to a protected 
survey website, i.e., Survey Monkey. No personal identifying information from a participants’ 
log-in to access the e-bell newsletter was connected to the survey link, thereby ensuring 
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participant confidentiality.  Recruitment for the study through E-Bell occurred on March 11, and 
March 25, 2013. The School Social Work Association of America also ran the article and survey 
link in an electronic mail ‘blast’ on April 4, 2013, that was just for recruiting members to 
participate in current school social work research studies. Participants interested in a chance to 
be selected for one of three $20 Visa e-gift cards, as compensation for their participation, were 
directed to send an e-mail address to worralls@sp2.upenn.edu.   Nineteen participants 
volunteered for the Visa gift card drawings.  E-mails were saved in a pass code protected 
Microsoft Outlook folder while the study was being conducted and then deleted once the three 
winning participants were randomly selected.   Additionally, SSWA agreed to post an article 
reporting the findings, implications and conclusions of the study in the E-Bell newsletter, thereby 
giving participants the opportunity to review the results of the study and see the contribution that 
they made to advances in school social work practice.   
 The study involved zero to minimal risk to its subjects. Participants self-selected to 
participate in this study by reading the article, which included an invitation to click on the survey 
link.  Clicking on the link directed participants to the survey and served as their informed 
consent.  Although this did not produce a physical consent form, it was in accordance with the 
University of Pennsylvania’s Institutional Review Board (IRB) standards. A sample of the article 
is attached in Appendix B.    
4.3 Inclusion Criteria 
The inclusion criteria are school social workers who are members of the School Social 
Work Association of American (SSWAA), have a master’s degree in social work (MSW) and 
currently work or have previously worked with middle-school aged girls who are 11 to 14 years 
of age.  
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4.4 Protection of Human Subjects 
Although the research participants in this study did not represent a vulnerable population, 
ethical guidelines for research with human subjects was carefully followed. This study was 
submitted to the University of Pennsylvania’s IRB for a review exemption on January 14, 2013.  
IRB approval for exemption was granted on February 11, 2013.  Completed surveys were saved 
in a pass code protected Survey Monkey account that only the researcher and principal 
investigator had access to, via code.  
4.5 Survey 
The survey instrument used for this research was a modification of an existing and 
established self-administered questionnaire by Pamela Chally, PhD., Dean of the Brooks College 
of Health at the University of North Florida. Chally granted permission to use the instrument she 
developed and has also approved the necessary modifications.  Chally developed a self-
administered questionnaire (pre-test/post-test) for her 1998 study to evaluate the knowledge and 
attitudes of school personnel before and after their participation in a training program on eating 
disorders.  Content validity and test-retest reliability using a t test had already been established.  
Chally measured test-retest reliability by administering the test to a group of middle school 
teachers and a group of high school teachers, twice within a period of three weeks.  The results 
of the overall t test indicated that teachers’ scores were not significantly different on the test 
when it was given twice within a three week period.   Cronbach’s alpha procedure was also 
performed on the original questionnaire to obtain internal consistency scores and an alpha 
coefficient value of 0.64 was established. The 26 items on the questionnaire were modified from 
inquiries of the knowledge and attitudes of eating disorders to inquiries of the awareness of, 
degree of knowledge about and attitudes toward body image and eating practices.   
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For example, the statement “The problem with eating disorders is not food, but 
emotional”, was changed to “Even though food is the symptom, the problem with unhealthy 
eating practices is emotional”.  Another example is the statement “To cure anorexia, one needs 
to gain weight”, was changed to “To stop unhealthy eating practices, students need to eat 
normally”.  Additionally, Chally agreed that the modifications did not alter the established 
validity and reliability.   The instrument consisted of a 16 item questionnaire that contained 
statements about body image and eating practices.  Of the 16 item statements, 4 were attitude 
items and 12 were awareness items.  Participants were asked to respond to items from the 
following response options:  “strongly agree”, “agree”, “disagree” and “strongly disagree”. 
Agreeing or disagreeing with the items indicated awareness of and attitudes toward the issues. A 
sample awareness item is as follows: “Even though food is the symptom, the problem with 
unhealthy eating practices is emotional”. A sample attitude item is as follows: “I want to play an 
instrumental role in helping prevent poor body image and unhealthy eating practices”. 
Additionally, there were 10 multiple choice items to ascertain the knowledge that school 
social workers had regarding body image and eating practices. Correct or incorrect answers 
indicate the degree of knowledge about the issues. A sample knowledge item is as follows: 
 
Displeasure with physical appearance begins between the ages of: 
• 6-10 years 
• 20-24 years 
• 15-19 years 
• 11-14 years 
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The last 10 items of the survey instrument elicited participant sociodemographics, school 
characteristics, whether or not participants have received any training on the prevention of eating 
disorders, and prior or current experience working with middle-school aged girls that have body 
image concerns and/or unhealthy eating practices.  
4.6 Data Collection 
 The survey instrument was converted from a pencil and paper document to an on-line, 
electronic survey through an established Survey Monkey account on February 21, 2013 (See 
Appendix A for the pencil paper version of the survey instrument and Appendix C for the Survey 
Monkey version of the instrument and summary of findings). The first study participant 
completed a survey on March 11, 2013, with data collection occurring until April 25, 2013, at 
which time one-hundred twelve participants had participated in the study.  
Collected data was then downloaded from the primary investigator’s Survey Monkey 
account and saved to Microsoft Excel files and then uploaded to SPSS for analysis.   
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Chapter 5: Analysis 
Statistical analysis was conducted by the primary investigator using Survey Monkey and 
SPSS 21 software.  When the survey data were uploaded to SPSS, the variables were ‘typed’ as 
string variables.  Even though the study variables are categorical and discrete in nature, in order 
for the primary investigator to conduct appropriate data analysis, the data needed to at least have 
a nominal scale level of measurement.  Therefore, the variables were converted from string to 
numeric when the ‘value’ of the data was transformed from letter characters to numeric 
characters.   
Prior to inferential analysis, descriptive statistics, including distributions, means, standard 
deviations, and frequency counts were obtained for each survey item.  The order of the study 
variables, for the purpose of analysis, will follow the order in which they are represented in the 
survey.  Attitude items precede awareness items in the survey and knowledge items follow.  
Primary analysis involved cross tabulation tests of Chi-square to establish the relationship 
between attitude, awareness, and knowledge items to training and experience items.  Further 
analysis included Spearman correlation coefficient to determine the relationship between the 
independent and dependent variables.  Additionally, secondary analysis was conducted using 
multiple linear regression to examine the effects of participants’ training and experience with 
middle-school girls with body image concerns and/or unhealthy eating practices on the attitude, 
awareness, and knowledge scores.   
5.1 Data Transformation 
Items specific to the dependent variables, e.g. awareness, knowledge and attitudes, were 
subscales embedded in the survey instrument, thereby the items needed to be scored/grouped 
accordingly.  The attitude items for each participant were scored as follows; 1=Strongly Agree, 
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2=Agree, 3=Disagree, and 4=Strongly Disagree.  Attitude subscale scores ranged from 4 
indicating the most informed to 16 indicating the least informed.  Awareness items for each 
participant were scored as follows; 1=Strongly Agree, 2=Agree, 3=Disagree, and 4=Strongly 
Disagree.  The awareness subscale scores ranged from 27 indicating the highest degree of 
awareness to 33 indicating the least degree of awareness.  The knowledge items for each 
participant were scored as follows; 1=Incorrect and 2=Correct.  For the knowledge subscale, the 
scores ranged from 20 being the most knowledgeable to 10 being the least knowledgeable.   
 Subsequently, the independent training variable needed to be separated into four distinct 
categorical variables and the categories were as follows: 1) School in-service training, 1=No and 
2=Yes; 2) Continuing education credit course, 1=No and 2=Yes; 3) Included in MSW 
curriculum, 1=No and 2=Yes; 4) Other, 1=No and 2=Yes.  The independent experience variable 
represented by the survey item, “Have you worked with middle-school aged girls who have body 
image concerns? If yes, indicate from the list below how many.” was separated into the 
following four categories; 1=Less than 5, 2=Between 5-15, 3=Between 16-25, and 4=More than 
25.  The independent experience variable represented by the survey item, “Have you worked with 
middle-school aged girls who engage in unhealthy practices? If yes, indicate from the list below 
how many.” was separated into the following four categories; 1=Less than 5, 2=Between 5-15, 
3=Between 16-25, and 4=More than 25.   
5.2 Descriptive Statistics 
Descriptive statistics are presented below for all the study measures via written 
summaries and tables.  Frequency tables were produced for categorical variables.  Once the 
subscales for the attitude, awareness, and knowledge dependent variables were established, Chi-
square tests were performed to explore the relationship between each of those variables and each 
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of the independent variables of training and experience. The sociodemographic items are 
presented with the statistics of means, standard deviations and ranges when appropriate. 
5.3 Symmetric Measures 
 Correlational analyses, using the Spearman correlation coefficient, were conducted to 
examine the nature of the relationship between each of the dependent and independent variables.  
The Spearman correlation coefficient determines the strength of the relationship between two 
variables and functions on the basis of the ranks of the data, therefore it is an appropriate test for 
nominally scaled data in this study.   
5.4 Regression Model 
 Multiple linear regression analysis allows the prediction of one variable from several 
other variables.  Due to the nature of the variables in this study, the statistical test of multiple 
regression was used to predict the relationship of the three hypothesis for each variable 
simultaneously (Creswell, 2009).  
 
 
 
 
 
 
 
 
 
 
40
 Chapter 6: Results 
6.1 Participant Characteristics 
 One-hundred and twelve school social workers participated in this survey study.  Twelve 
of the one-hundred and twelve participants did not complete the demographic section of the 
survey.  Of the one-hundred participants who did complete the demographic section, eighty-nine 
were female and eleven were male.  They ranged in age from 24 to 74 years old.   
In regards to the item that represented the independent training variable, “Have you had 
any training in the prevention of eating disorders? If yes, please indicate the type of training you 
have had from the following:”, forty-five participants did not respond.  Of the participants who 
did not respond to this item, the lack of response can be interpreted as an indication that they did 
not have any training in the prevention of eating disorders or they simply overlooked the item.  
Additionally, in regards to the items that represented the independent experience variable, 
twenty-eight participants did not respond to either item.   Similarly to the training variable, the 
lack of response to these items can be interpreted as an indication of not having any experience 
with middle-school aged girls who have body image concerns and/or unhealthy eating practices 
or simply an oversight of the items.  Additional demographic statistics are summarized in Table 
1 on the next page. 
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Table 1: N=112 
Characteristic N (%)  Mean Range/Standard Deviation 
Age 97(96.1%) N/A 24 to 74 years of age 
Gender    
     Female 89 (89%)   
     Male 11 (11%)   
Race/Ethnicity    
     American Indian/Alaskan Native 2 (2%)   
     Asian/Pacific Islander 3 (3%)   
     Black/African American 20 (20%)   
     Hispanic American 6 (6%)   
     White/Caucasian 69 (69%)   
Years as a School Social Worker  12.19 8.995 
School Type    
     Public 97 (97%)   
     Private Secular 2 (2%)   
     Other 1 (1%)   
Type of Community Served    
     Urban 37(37%)   
     Suburban 37(37%)   
     Rural 29 (29%)   
     Other 2 (2%)   
 
*Above characteristics were omitted by 12 participants. N/A indicates not available as age was listed in ranges, not open-ended. 
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6.2 Survey Item Descriptives 
 Table 2 below presents the descriptive statistics of frequency, mean, and standard 
deviation for each item survey item that comprises the dependent (e.g., attitude, awareness, and 
knowledge).  
Table 2 Key 
SA=Strongly Agree 
A=Agree 
D=Disagree 
SD=Strongly Disagree 
1=Incorrect 
2=Correct 
 
 
Item  
 
 
Frequency Mean Standard  
Deviation 
(SD) 
No 
Response 
 
The body image concerns and eating practices 
of middle-school age girls are subjects of 
interest to me. 
SA=30 
A=72 
D=9 
SD=0 
1.81 .564 1 
Students who dislike their body and engage in 
restrictive eating, self-induced vomiting, 
hyper-exercising or diuretic use should seek 
help. 
SA=88 
A=24 
D=0 
SD=0 
1.21 .412 0 
I want to play an instrumental role in helping 
prevent poor body image and unhealthy eating 
practices. 
SA=47 
A=61 
D=3 
SD=0 
1.60 .544 1 
The media plays a role in the incidence of 
dislike with girls bodies. 
SA=83 
A=28 
D=0 
SD=0 
1.25 .436 1 
A middle-school aged girl is not likely to 
outgrow the dislike of her body. 
SA=7 
A=41 
D=61 
SD=3 
2.54 .657 0 
Even though food is the symptom, the problem 
with unhealthy eating practices is emotional. 
SA=52 
A=56 
D=4 
SD=0 
1.57 .565 0 
Restricting one’s food intake to less than 1000 SA=0 3.49 .570 1 
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calories per day is a good way to lose weight. A=4 
D=49 
SD=58 
It is important to be thin in order to be 
successful. 
SA=1 
A=1 
D=45 
SD=63 
3.55 .569 2 
To stop unhealthy eating practices, students’ 
need to eat normally. 
SA=5 
A=56 
D=45 
SD=2 
2.41 .612 4 
Students do not think much about their weight. SA=2 
A=4 
D=51 
SD=54 
3.41 .653 1 
Students develop an image of the ideal body 
from various media sources. 
SA=50 
A=57 
D=1 
SD=1 
1.57 .567 3 
Dislike of one’s body is a chronic condition. SA=12 
A=61 
D=35 
SD=2 
2.25 .666 2 
It is normal for students to worry about their 
weight. 
SA=3 
A=60 
D=44 
SD=2 
2.41 .581 3 
Gradual weight loss is the best way to lose 
weight. 
SA=43 
A=61 
D=5 
SD=0 
1.65 .567 3 
Counseling should be recommended for 
students who demonstrate dislike of their 
bodies and are also engaging in unhealthy 
methods to control or lose weight. 
SA=65 
A=44 
D=0 
SD=1 
1.41 .547 2 
Most successful people are thin. SA=0 
A=18 
D=58 
SD=34 
3.12 .700 2 
Which of the following is not typically an 
unhealthy eating practice? 
1=15 
2=87 
1.85 .356 10 
Which of the following is not typically an 
indicator of body dislike? 
1=73 
2=25 
1.26 .438 14 
Which of the following is not typically 
associated with a healthy eating attitude? 
1=25 
2=72 
1.74 .440 15 
Dislike of physical appearance begins between 1=53 1.48 .502 10 
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the ages of: 2=49 
What percentage of middle-school aged girls 
are dissatisfied with their bodies? 
1=65 
2=37 
1.36 .483 10 
A risk factor for unhealthy eating is: 1=15 
2=87 
1.85 .356 10 
Which of the following statements concerning 
body dislike is most accurate? 
1=3 
2=98 
1.97 .171 11 
All of the following techniques are used to 
prevent eating disorders except: 
1=24 
2=75 
1.76 .431 13 
Intervening with a student around unhealthy 
eating practices involves: 
1=14 
2=87 
1.86 .347 11 
Which of the following statements concerning 
eating disorders is true? 
1=20 
2=81 
1.80 .400 11 
 
 Table 3 below presents the descriptive statistics of frequency, mean, and standard 
deviation for each survey item that comprises the independent (e.g., training and experience) 
variables.  Results indicate that of the school social workers who participated in this study, only 
67 of the 112 reported having any type of training in the prevention of eating disorders.  The 
eating disorder prevention training that 44.8% of the 67 reported was included in their MSW 
curriculum.  Additionally, 84 of the 112 participants reported some type of experience working 
with middle-school aged girls who have body image concerns and/or engage in unhealthy eating 
practices.  Of the 84 participants that reported experience working with middle-school aged girls 
who have body image concerns, 56% reported working with less than 5 girls.  Of the 84 
participants that reported experience working with middle-school aged girls who engage in 
unhealthy eating practices, 54% reported working with less than 5 girls. 
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Table 3 Key 
Training 
1=No 
2=Yes 
Experience 
1=Less than 5 
2=Between 5-15 
3=Between 16-25 
4=More than 25 
 
Item Frequency Mean Standard 
Deviation 
No 
Response 
School-in service training 1=97 
2=13 
1.12 .324 2 
Continuing education credit course 1=86 
2=25 
1.23 .420 1 
MSW curriculum 1=82 
2=29 
1.26 .441 1 
Other 1=94 
2=18 
1.16 .369 0 
Have you worked with middle-school aged 
girls who have body image concerns? 
1=47 
2=22 
3=6 
4=9 
1.73 .998 28 
Have you worked with middle-school aged 
girls who engage in unhealthy eating 
practices? 
1=49 
2=23 
3=6 
4=6 
1.63 .902 28 
 
6.3 Subscale Analyses 
 Table 4 below presents the descriptive statistics for the attitude, awareness, and 
knowledge subscales.  Mean, median, standard deviation, skewness, kurtosis, and range are 
reported for the survey subscales.   
Subscale Mean Median Standard Deviation Skewness Kurtosis Range 
Attitude 5.9732 6.0000 1.46096 .294 -.714 4.0-16.00 
Awareness 28.4821 29.0000 3.44057 -1.877 10.202 27.00-33.00 
Knowledge 16.6471 17.0000 1.86498 -2.179 9.433 10.00-20.00 
 
 Results of the subscale analysis for attitude indicated that, on average, study participants 
had adequately informed attitudes towards the body image concerns and eating practices of 
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middle-school aged girls.  Similarly, the results of the subscale analysis for awareness indicated 
that, on average, study participants were adequately aware of the body image concerns and 
eating practices of middle-school aged girls.  Additionally, the results of the subscale analysis for 
knowledge indicated that, on average, study participants were adequately knowledgeable of the 
body image concerns and eating practices of middle-school aged girls.   
6.4 Relational Analyses 
 Crosstabulation analysis was conducted between the attitude, awareness, and knowledge 
subscales and the independent variables of training and experience.  See Table 5 below for the 
results of the Pearson Chi-square tests for each of the dependent and independent study 
variables. Figures 1-18 visually depict the results of the crosstabulation analyses (next 6 pages). 
Table 5: 
Crosstabulation Variables Pearson Chi-Square 
        p   Value 
Attitude*In-service training 7.726 
Attitude*Continuing education course 8.169 
Attitude* MSW Curriculum 4.725 
Attitude*Other 6.078 
Attitude*Experience with body image concerns 8.345 
Attitude*Experience with unhealthy eating practices 15.31 
Awareness* In-service training 6.237 
Awareness* Continuing education course 16.167 
Awareness*MSW Curriculum 8.210 
Awareness* Other 15.827 
Awareness* Experience with body image concerns 29.366 
Awareness* Experience with unhealthy eating practices 22.728 
Knowledge* In-service training 11.133 
Knowledge* Continuing education course 3.719 
Knowledge* MSW Curriculum 14.279 
Knowledge* Other 3.120 
Knowledge* Experience with body image concerns 11.743 
Knowledge* Experience with unhealthy eating practices 17.552 
• The p value for statistical significance has been established as greater than 0.05. 
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Results of the Chi-square tests for statistical significance and independence suggest that 
significant and positive relationships exist between the dependent and independent variables as 
each of the p values are greater than .05. 
6.5 Correlational Analyses 
 Spearman correlation coefficient was calculated for the relationship between the scores 
on the attitude, awareness, and knowledge and the training and experience variables.  The 
correlation will be between -1.0 and +1.0.  Scores close to 0.0 represent a weak relationship.  
Scores close to 1.0 or -1.0 represent a strong relationship.  The p value has been established as 
greater than .05.  Table 6 below represents the results of this analysis. 
Table 6: 
Correlational Variables Spearman Coefficient 
       rhoValue 
Significance 
P value 
Attitude* In-service training .126 .189 
Attitude* Continuing education course -.164 .086 
Attitude* MSW Curriculum .034 .723 
Attitude* Other .065 .497 
Attitude* Experience with body image concerns -.167 .128 
Attitude* Experience with unhealthy eating practices -.104 .353 
Awareness* In-service training .035 .718 
Awareness* Continuing education course .224 .018 
Awareness* MSW Curriculum .091 .340 
Awareness* Other -.208 .027 
Awareness* Experience with body image concerns .064 .563 
Awareness* Experience with unhealthy eating practices .014 .896 
Knowledge* In-service training -.284 .004 
Knowledge* Continuing education course .024 .812 
Knowledge* MSW Curriculum .202 .042 
Knowledge* Other .001 .993 
Knowledge* Experience with body image concerns .181 .099 
Knowledge* Experience with unhealthy eating practices .190 .083 
 
 A Spearman correlation coefficient was calculated for the relationship between attitude 
and in-service training.  A weak to moderate, positive and significant correlation was found 
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(rho=.126, p (.189) >.05).  A Spearman correlation coefficient was calculated for the relationship 
between attitude and continuing education course.  A weak to moderate, negative but significant 
correlation was found (rho=-.164, p (.086) >.05).  A Spearman correlation coefficient was 
calculated for the relationship between attitude and MSW curriculum.  A weak, positive and 
significant correlation was found (rho=.034, p (.723) >.05).  A Spearman correlation coefficient 
was calculated for the relationship between attitude and other training.  A weak, positive and 
significant correlation was found (rho=.065, p (.497) >.05).  A Spearman correlation coefficient 
was calculated for the relationship between attitude and experience with body image concerns.  
A moderate, negative but significant correlation was found (rho=.-.167, p (.128) >.05).  A 
Spearman correlation coefficient was calculated for the relationship between attitude and 
experience with unhealthy eating practices. A moderate, negative but significant correlation was 
found (rho=-.104, p (.353) >.05).   
 A Spearman correlation coefficient was calculated for the relationship between awareness 
and in-service training.  A weak, positive and significant relationship was found (rho=.035, p 
(.718) >.05).  A Spearman correlation coefficient was calculated for the relationship between 
awareness and continuing education course.  A moderate, positive but insignificant relationship 
was found (rho=.224, p (.018) < .05).  A Spearman correlation coefficient was calculated for the 
relationship between awareness and MSW curriculum.  A weak, positive but significant 
relationship was found (rho=.091, p (.340) > .05).   A Spearman correlation coefficient was 
calculated for the relationship between awareness and other training.  A moderate, negative and 
insignificant relationship was found (rho=-.208, p (.027) < .05).  A Spearman correlation 
coefficient was calculated for the relationship between awareness and experience with body 
image concerns.  A weak, positive but significant relationship was found (rho=.064, p (.563) > 
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.05).  A Spearman correlation coefficient was calculated for the relationship between awareness 
and experience with unhealthy eating practices.  A weak, positive but significant relationship 
was found (rho=.014, p (.896) >.05).   
 A Spearman correlation coefficient was calculated for the relationship between 
knowledge and in-service training.  A moderate, negative and insignificant relationship was 
found (rho=-.284, p (.004) <.05).  A Spearman correlation coefficient was calculated for the 
relationship between knowledge and continuing education course.  A weak, positive and 
significant relationship was found (rho=.024, p (.812) >.05).  A Spearman correlation coefficient 
was calculated for the relationship between knowledge and MSW curriculum.  A moderate, 
positive but insignificant relationship was found (rho=.202, p (.042) <.05).  A Spearman 
correlation coefficient was calculated for the relationship between knowledge and other training.  
A weak, positive and significant relationship was found (rho=.001, p (.993) >.05).  A Spearman 
correlation coefficient was calculated for the relationship between knowledge and experience 
with body image concerns.  A moderate, positive, and significant relationship was found 
(rho=.181, p (.099) >.05).  A Spearman correlation coefficient was calculated for the relationship 
between knowledge and experience with unhealthy eating practices.  A moderate, positive, and 
significant relationship was found (rho=.190, p (.083) >.05). 
 In summary, the results of the correlational analyses do not consistently yield a strong, 
positive, and significant correlation between the dependent and independent study variables.  
However, 4 of the 18 correlations analyzed in this study were statistically significant, indicating 
a significant correlation.  A plausible factor of these results is the relatively low representation of 
participants with training and experience compared to those with no prior training and/or very 
limited experience.    
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6.6 Regression Analyses 
 Multiple linear regression analyses were conducted and allowed the prediction of the 
dependent study variables of attitude, awareness, and knowledge from the independent study 
variables of training and experience.  For these analyses, the significance level was established as 
less than .05.  Tables 7, 8, and 9 below present the results of these analyses.  Figures 19, 20 and 
21 below visually depict the results from tables 7, 8, and 9. 
Table 7: Dependent Variable- Attitude 
Independent Variable F Value P Value 
In-service training 1,108=1.956 .159 
Continuing education course 2,107=2.576 .067 
MSW curriculum 3,106=1.932 .378 
Other training 4,105=1.610 .419 
Experience with body image concerns 1,82=1.762 .103 
Experience with unhealthy eating practices 2,81=1.373 .324 
 
Table 8: Dependent Variable- Awareness 
Independent Variable F Value P Value 
In-service training 1,108=.129 .579 
Continuing education course 2,107=2.283 .019 
MSW curriculum 3,106=2.216 .392 
Other training 4,105=2.243 .137 
Experience with body image concerns 1,82=.253 .803 
Experience with unhealthy eating practices 2,81=.141 .856 
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Table 9: Dependent Variable- Knowledge 
Independent Variable F Value P Value 
In-service training 1,99=9.816 .003 
Continuing education course 2,98=4.928 .765 
MSW curriculum 3,97=4.089 .119 
Other training 4,96=3.154 .518 
Experience with body image concerns 1,81=2.175 .405 
Experience with unhealthy eating practices 2,80=1.510 .568 
*Highlighted p values indicate significance 
 
 
 
Figure 19. 
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Figure 20. 
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A multiple linear regression was calculated to predict participants’ attitude towards the 
body image and eating practices of middle-school aged girls based on what type of training and 
how much experience they had.  The regression equation was not significant.  Neither training 
nor experience can be used to predict attitude scores. 
A multiple linear regression was calculated to predict participants’ awareness of the body 
image and eating practices of middle-school aged girls based on what type of training and how 
much experience they had.  A significant regression equation was found (F(2,107)=2.283, p< 
.05) for continuing education courses to be a predictor of level of awareness.  The regression 
equation was not significant for other types of training or experience. 
A multiple linear regression was calculated to predict participants’ knowledge of the 
body image concerns and eating practices of middle-school aged girls based on what type of 
training and how much experience they had.  A significant regression equation was found 
(F(1,99)=9.816, p<.05) for in-service training to be a predictor of degree of knowledge.  The 
regression equation was not significant for other types of training or experience. 
In summary, the results of the multiple linear regression analyses do not support the 
research hypotheses.  Therefore, this study was not successful in producing empirical evidence in 
support of the following: 1) participants who reported having training on the prevention of eating 
disorders have a statistically significant greater degree of awareness of body image concerns and 
unhealthy eating practices than those participants who did not have any training; 2) participants 
who reported experience working with students with body image concerns and/or unhealthy 
eating practices have a greater degree of awareness than those participants who did not work 
with students with these issues; 3) participants who reported having training in the prevention of 
eating disorders have more knowledge of body image concerns and/or unhealthy eating practices 
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than participants who did not have training; 4) participants who reported experience working 
with students with body image concerns and/or unhealthy eating practices have more knowledge 
of these issues than those participants who did not have experience; 5) participants who have had 
training on eating disorder prevention have a more informed attitude toward the body image 
concerns and/or unhealthy eating practices than those who did not have training; 6) participants 
who had experience working with students with body image concerns and/or unhealthy eating 
practices have a more informed attitude than those with no experience.  Findings will be 
discussed further in the next chapter. 
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Chapter 7: Discussion 
7.1 General findings 
 The overall purpose of this study was to explore the awareness, knowledge, and attitudes 
of school social workers towards the body image concerns and eating practices of middle-school 
aged girls.  Additionally this study sought to examine the effect of training in eating disorder 
prevention, experience working with middle-school aged girls with body image concerns and/or 
unhealthy eating practices on the degree of awareness, knowledge, and informed attitudes school 
social workers have towards this population.  Unfortunately, the ratio of participants who had 
training and experience in the prevention of eating disorders with middle-school aged girls was 
low compared to the participants who did not have training and experience.  Thereby, the effect 
of training and experience on awareness, knowledge, and attitude was skewed and lacked 
statistical significance.   Interestingly, the lack of consistency with the scores on the knowledge 
subscale, when analyzed with the independent variables, suggests that the knowledge items may 
lack validity and reliability.  
 While the results of this study did not yield empirical evidence in support of the research 
hypotheses, it was a worthwhile endeavor nonetheless.  The data supports that even without 
additional training and/or experience, school social workers are relatively well informed 
regarding the body image concerns and eating practices of middle-school aged girls.  This 
finding is quite encouraging in regards to eating disorder prevention efforts and supports the 
notion that school social workers are inherently well prepared to intervene with this population.   
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7.2 Implications 
 In order for school-based professionals, such as school social workers, to be effective in 
the role of preventing eating disorders, more research needs to be conducted to determine their 
preparedness to intervene with this population.  An empirical step towards determining school-
based professionals, including school social workers, preparedness to have an effective role in 
eating disorder prevention with middle-school aged girls is to explore what they already know 
about this subject.  That type of empirical inquiry assists in creating a pathway towards 
developing appropriate training curriculum.  The findings from this study support that school 
social workers can have adequate awareness, knowledge, and an informed attitude towards the 
body image concerns and eating practices of middle-school aged girls without having any formal 
training in the subject and limited to no experience.   
 Given the parameters of this study, it was not feasible to explore the effect of the 
educational setting, years of experience, and age on the variables.  Further analysis of the data is 
warranted.   
7.3 Application to Social Work Practice 
 This is the first known exploratory study of school social workers in relation to their 
possible role in the prevention of eating disorders among middle-school aged girls. As referenced 
previously in the literature review, eating disorders are an important concern for school social 
workers because these disorders usually begin in middle-school, a vulnerable 
biopsychosociocultural period for girls.  Social workers’ education and training in the 
biopsychosocial perspective well prepares them to intervene with middle-school aged girls who 
are experiencing body image concerns and unhealthy eating practices.  Thus, school social 
workers, in comparison to other school-based professionals, may require minimal training in the 
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area of eating disorder prevention to deliver effective prevention intervention with this 
population. 
 This study did not account for the effect of whether or not the participants had any 
personal experience with eating disorders.  Given the sociodemographics of the participants, 
predominately Caucasian females, there is a significant likelihood that some of the participants’ 
awareness of, knowledge about, and attitudes toward the body image concerns and eating 
practices of middle-school aged girls was influenced by their own personal experiences with 
similar issues. 
 An article summarizing the findings of this study will be submitted to SSWAA as a 
follow-up to the study participant recruitment article.  The article will be posted on SSWAA’s E-
bell newsletter.  Additional publications within social work literature will also be pursued once 
the dissertation has been submitted to Scholarly Commons. 
7.4 Study Limitations 
  The study has a number of limitations.  To begin with, a significant limitation of this 
study was the limited psychometrics of the survey instrument. That being said, the modifications 
to the instrument emerged from the review of current eating disorder prevention literature, which 
placed emphasis on the importance of the role that school-based professionals can have in 
helping to lower the incidence of eating disorders in girls. Additionally, some of the instrument 
items were a bit outdated.  More specifically, none of the items inquired as to the effect of social 
media on body image and/or eating practices.  It is common knowledge that middle-school aged 
girls, young adolescents, spend a significant amount of time on social media.  What is not 
common knowledge is how much these girls are influenced by social media. 
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 Another limitation of the research was the recruitment of the participants. Because 
participants were self-selected, the school social workers who completed the survey may have 
been more interested in the topic of eating disorder prevention and, therefore, may have been 
more aware, knowledgeable, and informed on the subject matter without necessarily having had 
formal training or experience with that population.  This may in turn have skewed the number of 
positive or correct responses to the items on the survey for participants who had not indicated 
training or experience.  Additionally, the lack of control over how many of the participants had 
training or experience with eating disorder prevention programming negatively impacted the 
statistical analysis of the results due to the fact that there were more participants without training 
and/or experience than participants with training and/or experience.  A larger, more diverse 
number of participants would help to better determine the generalizability of the findings and 
would increase the probability of finding significant differences in dependent variables between 
those who had training and/or experience and those who did not.    
 This study was conducted to address the lack of research on school social workers and 
eating disorder prevention.  The findings support the need for additional research on the role of 
school social workers in prevention efforts, particularly in the areas of training and curriculum 
development.  As indicated in the review of literature and supported by the survey results, school 
social workers are well positioned to have a role in eating disorder prevention programming 
because of their likelihood to interact with middle-school aged girls who are vulnerable to issues 
about body image and eating practices.   
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Appendix A 
Read the following statements and decide which number best matches your awareness of and 
attitude towards the following: 
1 Strongly Agree  3    Disagree 
2 Agree   4    Strongly Disagree 
 
1. The body image concerns and eating practices of middle-school age girls are subjects 
of interest to me. 
2. Students who dislike their body and engage in restrictive eating, self-induced 
vomiting, hyperexercsising, or diuretic use should seek help. 
3. I want to play an instrumental role in helping prevent poor body image and unhealthy 
eating practices. 
4. The media plays a role in the incidence of dislike with girls bodies. 
5. A middle-school aged girl is not likely to outgrow her dislike of her body. 
6. Even though food is the symptom, the problem with unhealthy eating practices is 
emotional. 
7. Restricting one’s intake to less than 1000 calories per day is a good way to lose 
weight. 
 
8. It is important to be thin in order to be successful. 
9. To stop unhealthy eating practices, students’ need to eat normally. 
10. Students do not think much about their weight. 
11. Students develop an image of the ideal body from various media sources. 
12. Dislike of one’s body is a chronic condition. 
13. It is normal for students to worry about their weight. 
14. Gradual weight loss (1-1.5 lbs. per week) is the best way to lose weight. 
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15. Counseling should be recommended for students who demonstrate dislike of their 
bodies and are also are engaging in unhealthy methods to control or lose weight. 
16. Most successful people are thin. 
Please circle the best answer. 
1. Which of the following is not typically an unhealthy eating practice? 
a. Limited physical activity 
b. Self-induced vomiting 
c. Restrictive eating 
d. Hyperexercising 
 
2. Which of the following is not typically an indicator of body dislike? 
a. Internalization of a culturally determined body ideal 
b. Displeasure of a specific body part or the entire body 
c. Marked weight loss 
d. Body preoccupation 
 
3. Which of the following is not typically associated with a healthy eating attitude? 
a. Taste is food’s most important quality 
b. Daily diets need to consist of adequate nutrients and calories to meet the body’s 
needs. 
c. Eating can be both satisfying and nutritious 
d. Food provides sustenance not comfort 
 
4. Dislike of physical appearance begins between the ages of: 
a. 6-10 years 
b. 20-24 years 
c. 15-19 years 
d. 11-14 years 
 
5. What percentage of middle-school aged girls are dissatisfied with their bodies? 
a. 30% 
b. 80% 
c. 10% 
d. 50% 
 
6. A risk factor for unhealthy eating is: 
a. Sex education 
b. Poor body image 
c. Drug abuse 
d. Women in athletics 
 
7. Which of the following statements concerning body dislike is most accurate? 
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a. It is the strongest predictor of eating disorder symptomology. 
b. Resolves during late adolescence. 
c. Drug therapy is effective. 
d. Plastic surgery is successful in reducing body dissatisfaction. 
 
8. All of the following techniques are used to prevent eating disorders except:  
a. Avoiding comments about other peoples’ sizes or shapes. 
b. Being tolerant of weights that may be higher than you think they should be. 
c. Refraining from communicating your own “fear of fat.” 
d. Discouraging children to express anger, sadness, or fear. 
 
9. Intervening with a student around unhealthy eating practices involves: 
a. Being certain that the student has a problem. 
b. Approaching the student indirectly. 
c. Education on healthy eating patterns, normal female body composition, and the 
negative consequences of extreme weight-control strategies. 
d. Talking to their teachers and peers. 
 
10. Which of the following statements concerning eating disorders is true? 
a. Body image dissatisfaction and disordered eating practices do not occur in black, 
low-income adolescents. 
b. Males are affected at the same rate as females. 
c. Treatment by a professional cures the disorder. 
d. Adults often unintentionally encourage eating disorders in children. 
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Demographic Data 
 
Please check the appropriate answer or fill in your response. 
 
1. Age in years: _____ 
 
2. Sex: Male _____    Female _____ 
 
3. Racial/Ethnic Background: 
White_____ 
Black _____ 
Hispanic _____ 
Asian _____ 
Other (please specify) _____ 
 
 
4. How long have you been a school social worker? 
 
 
5. Age range of students served? 
6-10 years of age_____ 
11-14 years of age_____ 
15-19 years of age_____ 
Other____ 
 
6. School type: 
Public_____ 
Private secular_____ 
Private religious______ 
Other_____ 
 
7. Type of community served: 
Urban_____ 
Suburban_____ 
Rural_____ 
Other_____ 
 
8. Have you had any training in the prevention of eating disorders?   
If yes, please indicate what type of training you have had from the following (check all 
that apply): 
 
School In-service training_____ 
Continuing Education Credit Course_____ 
Included in MSW curriculum_____ 
Other_____(please document type of training) 
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9. Have you worked with middle school aged girls who have body image concerns?  
If yes, please indicate from the list below with how many you have worked: 
 
Less than 5_____ 
Between 5-15_____ 
Between 16-25______ 
More than 25______ 
 
 
 
10. Have you worked with middle school aged girls who engage in atypical eating practices? 
If yes, please indicate from the list below with how many you have worked: 
 
Less than 5_____ 
Between 5-15_____ 
Between 16-25_____ 
More than 25______  
 
 
 
 
 
 
 
Thank you very much for your participation. 
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Appendix B 
In response to the increased incidence of eating disorders along with the increased 
prevalence of body image and eating disturbances among younger and younger females, more 
attention has been given to eating disorder prevention programming over the past two decades.  
However, the field of eating disorder prevention is in its formative years and is in need of more 
empirical study.    Primary prevention programs in the literature have used school-based 
approaches as practical and efficient methods for reaching large numbers of girls who are in 
vulnerable stages of physical, psychological, and social development.   Middle school is one of 
those vulnerable stages for girls.   Despite the recent emphasis on curriculum development for 
eating disorder prevention, there is a lack of evidence regarding which school personnel are best 
suited to have a preventive role.  Additionally, a thorough review of the literature on school-
based eating disorder prevention programming has revealed that prevention programming 
overlooks the role of school social workers in these prevention efforts.    
Thus, it is critical to understand the extent of school social workers’ awareness of, degree 
of knowledge about, and attitudes towards the body image concerns and eating practices of 
middle-school aged girls.  Your participation in this study will assist to fill a gap in an area of 
eating disorder prevention.  Please click on the following link to access a 26 item survey along 
with 10 demographic questions:  Link: https://www.surveymonkey.com/s/K6D7NG8.   
Clicking on the link indicates your consent to participate in this study.  Your participation in this 
survey is voluntary.  This survey study is being conducted for the School of Social Policy and 
Practice at the University of Pennsylvania.  No identifying information is asked, your 
participation in this study is anonymous.  However, if you are interested in entering for a chance 
to be selected for one of three $20 Visa e-gift card as compensation for your participation, please 
send an e-mail address to worralls@sp2.upenn.edu.  E-mail addresses will be deleted once 
participants have been selected.  Results of this study will be published in a future newsletter 
addition.  Thank you! 
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1 of 14
School Social Workers Awareness of, Degree of 
Knowledge About, and Attitudes Toward the Body 
Image Concerns and Eating Practices of Middle-School Aged Girls 
1. The body image concerns and eating practices of middle-school age girls are subjects of 
interest to me.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
27.4% (29) 63.2% (67) 9.4% (10) 0.0% (0) 1.82 106
 answered question 106
 skipped question 1
2. Students who dislike their body and engage in restrictive eating, self-induced vomiting, 
hyper-exercising or diuretic use should seek help.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
79.4% (85) 20.6% (22) 0.0% (0) 0.0% (0) 1.21 107
 answered question 107
 skipped question 0
3. I want to play an instrumental role in helping prevent poor body image and unhealthy 
eating practices.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
41.1% (44) 55.1% (59) 3.7% (4) 0.0% (0) 1.63 107
 answered question 107
 skipped question 0
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4. The media plays a role in the incidence of dislike with girls bodies.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
76.4% (81) 23.6% (25) 0.0% (0) 0.0% (0) 1.24 106
 answered question 106
 skipped question 1
5. A middle-school agred girl is not likely to outgrow the dislike of her body.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
6.5% (7) 37.4% (40) 52.3% (56) 3.7% (4) 2.53 107
 answered question 107
 skipped question 0
6. Even though food is the symptom, the problem with unhealthy eating practices is 
emotional.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
46.7% (50) 49.5% (53) 3.7% (4) 0.0% (0) 1.57 107
 answered question 107
 skipped question 0
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7. Restricting one's food intake to less than 1000 calories per day is a good way to loose 
weight.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
0.0% (0) 3.8% (4) 41.5% (44) 54.7% (58) 3.51 106
 answered question 106
 skipped question 1
8. It is important to be thin in order to be successful.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
1.0% (1) 1.0% (1) 41.0% (43) 57.1% (60) 3.54 105
 answered question 105
 skipped question 2
9. To stop unhealthy eating practices, students' need to eat normally.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
4.9% (5) 50.5% (52) 42.7% (44) 1.9% (2) 2.42 103
 answered question 103
 skipped question 4
10. Students do not think much about their weight.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
1.9% (2) 2.8% (3) 46.2% (49) 49.1% (52) 3.42 106
 answered question 106
 skipped question 1
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11. Students develop an image of the ideal body from various media sources.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
46.2% (48) 51.0% (53) 1.0% (1) 1.9% (2) 1.59 104
 answered question 104
 skipped question 3
12. Dislike of one's body is a chronic condition.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
12.4% (13) 55.2% (58) 29.5% (31) 2.9% (3) 2.23 105
 answered question 105
 skipped question 2
13. It is normal for students to worry about their weight.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
2.9% (3) 55.8% (58) 39.4% (41) 1.9% (2) 2.40 104
 answered question 104
 skipped question 3
14. Gradual weight loss (1-1.5lbs. per week) is the best way to lose weight.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
40.4% (42) 54.8% (57) 4.8% (5) 0.0% (0) 1.64 104
 answered question 104
 skipped question 372
5 of 14
15. Counseling should be recommended for students who demonstrate dislike of their 
bodies and are also engaging in unhealthy methods to control or lose weight.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
59.4% (63) 39.6% (42) 0.0% (0) 0.9% (1) 1.42 106
 answered question 106
 skipped question 1
16. Most successful people are thin.
 
Strongly 
Agree
Agree Disagree
Strongly 
Disagree
Rating 
Average
Rating 
Count
0.0% (0) 16.2% (17) 52.4% (55) 31.4% (33) 3.15 105
 answered question 105
 skipped question 2
17. Which of the following is not typically an unhealthy eating practice?
 
Response 
Percent
Response 
Count
a. Limited physical activity 82.7% 81
b. Self-induced vomiting  0.0% 0
c. Restrictive eating 16.3% 16
d. Hyperexercising 1.0% 1
 answered question 98
 skipped question 9
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18. Which of the following is not typically an indicator of body dislike?
 
Response 
Percent
Response 
Count
a. Internalization of a culturally 
determined body ideal
54.3% 51
b. Displeasure of a specific body 
part or the entire body
14.9% 14
c. Marked weight loss 25.5% 24
d. Body preoccupation 5.3% 5
 answered question 94
 skipped question 13
19. Which of the following is not typically associated with a healthy eating attitude?
 
Response 
Percent
Response 
Count
a. Taste is food's most important 
quality
74.2% 69
b. Daily diets need to consist of 
adequate nutrients and calories to 
meet the body's needs
4.3% 4
c. Eating can be both satisfying 
and nutritious
5.4% 5
d. Food provides sustenance not 
comfort
16.1% 15
 answered question 93
 skipped question 14
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20. Dislike of physical appearance begins between the ages of:
 
Response 
Percent
Response 
Count
a. 6-10 years 49.0% 48
b. 20-24 years  0.0% 0
c. 15-19 years 2.0% 2
d. 11-14 years 49.0% 48
 answered question 98
 skipped question 9
21. What percentage of middle-school aged girls are dissatisfied with their bodies?
 
Response 
Percent
Response 
Count
a. 30% 17.3% 17
b. 80% 37.8% 37
c. 10% 3.1% 3
d. 50% 41.8% 41
 answered question 98
 skipped question 9
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22. A risk factor for unhealthy eating is:
 
Response 
Percent
Response 
Count
a. Sex education 2.0% 2
b. Poor body image 89.8% 88
c. Drug abuse 6.1% 6
d. Participation in athletics 2.0% 2
 answered question 98
 skipped question 9
23. Which of the following statements concerning body dislike is most accurate?
 
Response 
Percent
Response 
Count
a. It is the strongest predictor of 
eating disorder symptomology
96.9% 94
b. Resolves during late 
adolescence
3.1% 3
c. Drug therapy is effective  0.0% 0
d. Plastic surgery is successful in 
reducing body dislike
 0.0% 0
 answered question 97
 skipped question 10
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24. All of the following techniques are used to prevent eating disorders except:
 
Response 
Percent
Response 
Count
a. Avoiding comments about other 
peoples' sizes or shapes
13.7% 13
b. Being tolerant of weights that 
may be higher than you think they 
should be
4.2% 4
c. Refraining from communicating 
you own "fear of fat"
7.4% 7
d. Discouraging children to 
express anger, sadness, or fear
74.7% 71
 answered question 95
 skipped question 12
25. Intervening with a student around unhealthy eating practices involves:
 
Response 
Percent
Response 
Count
a. Being certain that the student 
has a problem
2.1% 2
b. Approaching the student 
indirectly
7.2% 7
c. Education on healthy eating 
patterns, normal female body 
composition, and the negative 
consequences of extreme 
weight-control strategies
85.6% 83
d. Talking to their teachers and 
peers
5.2% 5
 answered question 97
 skipped question 10
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26. Which of the following statements concerning eating disorders is true?
 
Response 
Percent
Response 
Count
a. Body dislike and unhealthy 
eating practices do not occur in 
black, low-income students
1.0% 1
b. Males are affected at the same 
rate as females
12.4% 12
c. Treatment by a professional 
cures the disorder
6.2% 6
d. Adults often unintentionally 
encourage eating disorders in 
children
80.4% 78
 answered question 97
 skipped question 10
27. What is your age?
 
Response 
Percent
Response 
Count
18 to 24 2.1% 2
25 to 34 21.9% 21
35 to 44 29.2% 28
45 to 54 22.9% 22
55 to 64 22.9% 22
65 to 74 1.0% 1
75 or older  0.0% 0
 answered question 96
 skipped question 11
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28. What is your gender?
 
Response 
Percent
Response 
Count
Female 89.6% 86
Male 10.4% 10
 answered question 96
 skipped question 11
29. Which race/ethnicity best describes you? (Please choose only one.)
 
Response 
Percent
Response 
Count
American Indian or Alaskan Native 2.1% 2
Asian / Pacific Islander 2.1% 2
Black or African American 20.8% 20
Hispanic American 6.3% 6
White / Caucasian 68.8% 66
 answered question 96
 skipped question 11
30. How long have you been a school social worker?
 
Response 
Count
 
96
 answered question 96
 skipped question 11
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31. Age range of students served?
 
Response 
Count
 
94
 answered question 94
 skipped question 13
32. School type:
 
Response 
Percent
Response 
Count
Public 96.9% 93
Private secular 2.1% 2
Private religious  0.0% 0
Other 1.0% 1
 answered question 96
 skipped question 11
33. Type of community served:
 
Response 
Percent
Response 
Count
Urban 35.4% 34
Suburban 36.5% 35
Rural 29.2% 28
Other 2.1% 2
 answered question 96
 skipped question 11
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34. Have you had any training in the prevention of eating disorders? If yes, please indicate 
the type of training you have had from the following (check all that apply):
 
Response 
Percent
Response 
Count
School in-service training 17.2% 11
Continuing education credit course 37.5% 24
Included in MSW curriculum 43.8% 28
Other 25.0% 16
 answered question 64
 skipped question 43
35. Have you worked with middle-school aged girls who have body image concerns? If yes, 
please indicate from the list below how many you estimate to have worked with:
 
Response 
Percent
Response 
Count
Less than 5 57.5% 46
Between 5-15 26.3% 21
Between 16-25 6.3% 5
More than 25 10.0% 8
 answered question 80
 skipped question 27
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36. Have you worked wiht middle-schol aged girls who engage in unhealthy eating 
practices? If yes, please indicate from the list below how many:
 
Response 
Percent
Response 
Count
Less than 5 56.3% 45
Between 5-15 31.3% 25
Between 16-25 7.5% 6
More than 25 5.0% 4
 answered question 80
 skipped question 27
82
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